children, increasing substance abuse and addiction and the lack of progress in meeting the needs of adolescents and schoolchildren. Unfortunately there is significant evidence sighted in the report of the Policy and Practice Review Group of the National Children's Bureau that children have in the past decade been given a low priority.
One final matter that merits consideration is that responsibility for implementing the major principles and proposals advocated by the Court report does not lie solely with the DHSS nor with District Health Authorities or FPCs. It does not lie either solely with the Royal Colleges or Associations. Where responsibility really lies is with everybody who believes in the message of this report and who can exert pressure through the democratic systems of this country. It has been said that 'in dreams begins responsibilities'. Court had the dream and the responsibility and the vision to indicate how his proposals could be achieved. It has been suggested that he maybe left reflecting on the words of Ronald Arbuthnot-Knox (1888 -1957 English theologian and essayist 'a loud noise at one end and no sense of responsibility at the other'. He was defining a baby. His words have a certain pertinence to the reaction of responsible professionals to the Court report.
E Martin

Honorary Secretary Section of General Practice
References press shortly before Christmas 1987 when he made an attack on the stupidity of cutting back vital medical work in order to make marginal savings towards the end of a financial year, and his well known views were implicit in much of his lecture. The NHS was both effective and inexpensive, he said, for about 20 years after its inception: then various inter-related evils set in, which he characterized as excessive bureaucracy, restraints on public expenditure, new technology requiring higher expenditure, a shortage of suitably trained nurses, and growing waiting lists. Addressing himself first to the topic of bureaucracy (his particular bugbear), he remarked that the financial incentive for clinical staff to move into administration had long been recognized as a potential problem, but that it had been kept at bay till the changes in nursing structure in the wake of the Salmon Report in 1974. At that time, the status of the ward sister declined, and by 1979 one nurse in every 5 was in a purely administrative job, a situation which still continues -not surprisingly, since a Sister earns between £9000 and £12 000 a year, whereas an administrative nurse may get anything from £13 000 to over £30 000. Thus, though the claim of the present Government that we have more nurses than ever before may be correct, there has, Mr Harris stated, been a net loss of beds.
Moving naturally from this to the subject of waiting lists, he pointed out that, at the present time, operations that are regarded as non-urgent get put off for so long that in the end they sometimes have to be done as emergencies and thus success and even survival rates are lowered. Waiting lists currently stand at 700 000 for the country over all: till recently he had managed to keep his own list down to a 2 month wait by careful timetabling, and even now never sends home a patient who has come in expecting an operation; some of his patients travel long distances from areas where the wait for their operation (frequently a hip-replacement) would be 2-3 years. The reasons that lists vary so widely from one district to another are numerous, he said, but would include inefficient consultants, shortage of nurses, inept use of theatre-time, poor administration, the increased possibilities and expectations created by new high-tech medicine, increasing numbers of elderly patients and poor rehabilitation facilities. Surgeons can learn to be more efficient in their use of beds but, while this reduces the cost per patient, the overall cost goes up because of the greater number of operations done: thus Governmental demands that hospitals 'cut costs' may, in practice, become demands for less efficiency, contrary to all stated policies.
He expressed the view that, in addition to any inflation-indexing, the NHS needs a 2% growth in funding each year to enable it to finance modern developments; by this, he calculated cumulative under-funding since 1981 to be in the region of £600 millions and steadily increasing. Some of the new technical equipment that had been installed was under-used for lack of adequate stafffunding, and in short 'a generally excellent service has now been converted to a mediocre one.' He regarded better salaries for nurses, including better London-weighting allowances, as the first priority, and stressed that the money for this should come from the 'missing' £600 millions, not from present allocations. He added for good measure, since the Chairman of his own Regional Health Authority was in the audience, that he would like to see RHAs abolished.
More controversially, he addressed himself to the vexed question of 'infinite demand' -the oft-quoted dictum that demands for health-care (unlike those for more readily rationable commodities such as food or petrol) are infinite, and that therefore doctors must accept that they have to make choices, sometimes on social grounds, rather than offering complex and expensive procedures to all who might conceivably want them. Mr Harris said that he was sceptical about 'infinite demand', and put forward a view that was widespread in 1948 -namely, that with a good investigative and preventative medical service, and with better public education against, for example, the evils of alcohol and smoking, demands on the Health Service should gradually lessen.
Finally he said that any determined attempt to privatise the Health Service 'would be disastrous' for the simple reason that insurance, even compulsory insurance, runs out eventually. It was essential, for the safety of all, that the bulk of the funding should continue to come from taxes, and the proportion of the GNP that we devote to this should be increased so that it was more in line with that of other developed countries.
The next speaker, Professor Alan Williams, of the Institute of Social and Economic Research at the University of York, addressed himself to the ideologies underlying various ways of distributing health care, both theoretical and actual. Rationing, he said, is not a new concept but has been a persistent feature of the NHS since its inception, given that what we mean by it is not the crudely equal assignment of medical care but apportionment by some other criteria than price. In his view, while the potential demand may not be 'infinite', it is far larger than any country, however prosperous, can afford to meet; therefore rationing by priority-setting is inevitable, whether it is open or covert. The priorities will reflect an underlying social ideology. This may be work-based, with health coverage given to workers but not to the more dependent and 'useless' members of society; it may be achievement-orientated, with health care delivered according to an individual's income level. It may be egalitarian, with all receiving the same care regardless of their capacity or inclination to pay, or it may be paternalistic and based on need.
At this point Professor Williams referred his audience to some tables, earlier distributed, setting forth these concepts in considerably more detail. Table  III was identical in its two divisions and its subsections, but it was headed 'Actual Health Care Systems'.
The detail of the tables brought out many interesting points, for example, 'Attempts to correct inequities in the social and economic system by differential compensatory access to health services leads to recourse to health care in circumstances where it is unlikely to be a cost-effectivesolution to the problem.' Or 'Consumers [are1 denied information about quality and competence, and, since insured, may collude with doctors (against the insurance carriers) in inflating costs.' The overall thesis was that, since such analyses are rarely made, in practice our health care tends to be a hotchpotch of different and, in fact, conflicting ideologies. The time has come, Professor Williams suggested, for the NHS to decide which road it wishes to follow. It was set up as an Egalitarian system, but in recent years fundamental criticisms of it have frequently been made from a Libertarian base, and currently it is failing to give satisfaction by either set of criteria. We should not, said Professor Williams, move unreflectingly from an inadequate version of the one system to an inadequate version of the other. Only in the last few words of his admirably objective presentation did he remark that he himself was '99% Egalitarian.'
The second Professor of Social and Economic Studies, Albert Weale of the University of East Anglia, spoke no less objectively and trenchantly, but, as adaptable Third Man, directed his talk more to some specific points already raised by the preceding speakers. He disposed politely, but rapidly, of Mr Harris's theory that life-style changes in the future might lead to a diminishing demand for health care, describing it as 'an attractive idea' but pointing out that it is, for example, precisely those non-smokers and non-drinkers who, by not dying prematurely of lung cancer or car-crashes, live on into old age and thereby incur greater eventual costs to the care system.
On the subject of under-funding, his view was that the 'missing' sum was much larger than the £600 millions suggested, maybe as much as £2000 millions. Far from demand on the Health Service being allowed to rise to 'infinity', he said, there had been since the start ofthe NHS a built-in bias toward under-fundings our hidden control by cost had always been excessive by the standards of other comparable nations. The Treasury and the Cabinet working together are a bad device for setting public funding levels.
Picking up Professor Williams analysis of the two systems, he questioned whether the ideologies need be so polarized: we have already had pluralism for many years within the primary care system -ophthalmic and dental care have never been fully covered by the NHS. Private insurance is obviously inequitable; compulsory insurance might be worth considering, since it is, among other things, a mechanism by which true costs are signalled to the consumer.
On the ethical questions already raised, Professor Weale remarked that where there are internalized moral incentives these can he as effective at prioritysetting as market forces. He raised, but without stating a conclusion, the question whether a health care system should overtly reflect the choices that do, in practice, have to be made. For example, at the moment patients denied access to renal dialysis may be presented with this as a 'clinical' judgement when in reality it has been made on cost-effective grounds. (Conversely, in the private sector, ineffective and expensive treatments may be recommended merely because they are available).
Question time was lively, the contributions from the floor in the main valid and pertinent. The Chairman of Mr Harris's RHA defended himself on the subject of bureaucracy, insisting that doctors should get involved in management and be properly aware of the problems of resource-allocation. The Chairman, Robert Maxwell, introduced more categorically the question whether doctors should have costs in mind when treating the individual patient? Professor Williams replied that doctors often do have 'a general idea' of costs but that these may be represented in their minds not as £s but as available bed-space or theatre-time. He enlarged on this a little later with reference to an article in the New England Journal ofMedicine (8/1/88) on the 'doctrine of proportionality': the benefits of treatment should be in proportion to costs, using 'costs' in the widest sense. True equality may consist not in everyone been offered a disproportionately expensive resource but in no one being offered it. A rough scale for what might be regarded as 'too expensive' was provided, he said, by the GNP. In Britain today this runs at about £5500 per head per annum. On this basis, is a drug costing £1000 and providing the patient with an extra year of reasonable life to be regarded as a bargain? Certainly. But suppose it cost £5000 -or £50 000 ...?
A retired administrator, and ex-GP, speaking from the floor, described himself as being 'virtually uninsurable' under any private system. He would, he said, have liked Professor Weale's analysis to take into account the value or otherwise of preventative medicine and of patient accountability in general: in his long experience, he said, people had been just as likely to bring trivial complaints to the doctor's surgery in the days of fee-paying practice as they were once the NHS came into force. He thought that GPs should know the real cost of the medicines they prescribed, partly in order to defend themselves against the privately-run pharmaceutical industry. In answer, Professor Weale endorsed the idea of the doctor-patient relationship being ideally a partnership rather than a matter of a docile patient accepting medical advice. Mr Harris remarked that, in his experience, the public was indeed moving in this direction; elderly patients refused treatment more now than hitherto, even treatments such as hipreplacements intended only to relieve their pain.
Another retired NHS administrator remarked that currently all Health Authorities are in financial difficulties, including those that used not to be: is this, he asked, a result of Government policy -deliberately allowing the NHS to deteriorate? This crucial question was discussed for the remainder of the meeting. Mr Harris thought that the Government had genuinely failed to monitor what was happening and had been taken by surprise. Professor Williams agreed that there had been some misjudgment, but felt that at the ideological level the Government was undoubtedly working towards the situation in which the NHS would be no more than a safety net and the private sector would be much larger. Professor Weale remarked that he doubted whether this Government has a long-term strategy, and added that the present funding-crisis was predictable last April before the budget. He also said that part of the present Governmental ideology is that one must discipline professionals -though not, apparently, accountants! He saw conflicting impulses here, towards freedom on the one hand and frugality on the other. He added that it was very interesting to watch all this going on, but less agreeable to be part of it, a dictum which might sum up the whole topic of this series of meetings.
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